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November 3, 2010

Russell McCoy, Administrator
Rulon House

415 South Arthur

Pocatello, ID 83204

RE: Rulon House, Provider #13G020
Dear Mr. McCoy:

This is to advise you of the findings of the Medicaid/Licensure survey of Rulon House, which
was conducted on October 21, 2010.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. Answer the deficiency statement, specifically indicating how the problem will be, or has
been, corrected. Do not address the specific examples. Your plan must describe how you
will ensure correction for all individuals potentially impacted by the deficient practice.

2. Identify the person or discipline responsible for monitoring the changes in the system to
ensure compliance is achieved and maintained. This is to include how the moniforing
will be done and at what frequency the person or discipline will do the monitoring.

3. Identify the date each deficiency has been, or will be, corrected.

4. Sign and date the form(s) in the space provided at the bottom of the first page.

5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
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being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions, which require construction, competitive bidding or
other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
November 15, 2010, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the State Informal Dispute Resolution (IDR) Process which
can be found on the Internet at:

www.icimr.dhw.idaho.gov

Scroll down until the Program Information heading on the right side is visible and there are three
IDR selections to choose from.

This request must be received by November 15, 2010. If a request for informal dispute
resolution is received after November 15, 2010, the request will not be granted. An incomplete
informal dispute resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely,

Fodae O
BARBARA DERN NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
NICOLE WISENOR/srm

Enclosures
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November 12, 2010

Ms. Nicole Wisenor, Supervisor RElLoivE >
Non-Long Term Care
Department of Health and Welfare NOY 15 700

Division of Medicaid

Bureau of Facility Standards e
P. O. Box 83720 ra ol TV STANDAR
Boise, ID 83720-0036

Dear Ms. Wisenor;

Please find enclosed the completed STATEMENT OF DEFICIENCIES / PLAN OF
CORRECTION for Rulon House Group Home from the survey completed October 21,
2010. On the Statement of Deficiencies / Plan of Correction, Form HCFA-2567, | have
listed the necessary corrective actions.

| hope you find the Statement of Deficiencies / Plan of Correction acceptable. If there is
any additional information you require or if you have any questions, please contact me at
the address listed below.

Sincerely;

Ruséell C. McC6y, MA. Ed.

Executive Director

Enclosures

Russell C. McCoy, Executive Director * nmccoy@ida.net

415 South Arthur * Pocatello, Idaho 83204 * Phone (208) 233-6833 * Fax (208) 233-6842 - doptions@ida.net * www.developmentaloptions.com
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W 000 | INITIAL COMMENTS W 000
The following deficiencies were cited during the
annual recertification survey.
The survey was conducted by:
Barbara Dern, QMRP, Team Leader 2 e AN i B Y &
Monica Nielsen, QMRP RECEIVED
Common abbreviations/symbols used in this NOV 15 2000
report are: "
ATS - Active Treatment Specialist
BMP - Behavior Management Program EACILITY STANDARDS

DOP - Destruction of Property

IPP - Individual Program Plan

QMRP - Qualified Mental Retardation
Professicnal

W 159! 483,430(a) QUALIFIED MENTAL W 169! w159 483.430(a)
RETARDATION PROFESSIONAL

All formal programs in place for each

Each client's active treatment program must be resident will have a measurable objective
integrated, coordinated and monitored by a in the annual IPP report. Changes to
qualified mental retardation professional. objectives/programs will continue to be

reflected in addendums. The Residential
Program Director will review all 1PP

This STANDARD is not met as evidenced by: reports for objective accuracy and
Based on observations, record review, and staff appropriateness.
interviews it was determined the facility failed to

ensure the QMRP provided sufficient monitoring Refer to W210
and coordination which directly impacted 4 of 4 Refer to W214
individuals (Individuals #1 - #4) reviewed, and had Refer to W227
the potential to impact 8 of 8 individuals Refer to W231
{Individuals #1 - #8) residing in the facility. That Refer to W232
failure resulted in individuals not receiving the Refer to W239
necessary assessments, training, and monitoring Refer to W259
rec;'ui(;ed to meet their needs. The findings Refer to W289
include:

Corrective Action Completion Date;

ividual #3's IPP, dated 12/15/09, December 21 201
/ md a 28 year old ma[ejd'agnosed with ember 21, 2010
LABQRATORY DiR : Wﬁepﬂesmmwe’s SIGNATURE T TTLE e TATE

cy statement ?@ng wii{ an aster| denotes a deficiency which the institution may be excused from correcting providing It is determined that
other safeguards provide sufficient profecti the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or n plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these document§ are made available to the facility. If deficiencies are cited, an approved plan of corraction is requisite to continued
program participation.

FORM CMS-2567(02-29) Previous Versions Obsolete Event I1D; Y54M11 Facility ID: 136020 If continuation sheet Page 1 of 21
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Continued From page 1 . . . W58 Person Responsible: Ryan Shelton,
severe ment.al rgtardatlon.. His IFP mcIudgd a fist Qualified Mental Retardation Professional
of formal obJectlve_s that did not include criteria and Jamie L. Anthony, Residential
levels. Examples included, but were not limited Program Director

to, the following:

a. "Given training and at least 8 trials per month,
[individual #3] will indicate he needs a drink by
standing in front of the sink, with @ minimum
monthly curmnulative prompt score of. %
independence for 3 of 4 consecutive months by
Jan 2011." No criteria level was identified.

b. "Given training and at least 8 trials per month,
[Individual #3] will indicate he is hungry by
touching the refrigerator, with 2 minimum monthly
cumulative prompt score of. % independence for
3 of 4 consecutive months by Jan 2011." No
criteria level was identifled.

c. "Given training and at least 8 trials per month,
[Individual #3] will present [sic] with a shirt will put
his left hand into a shirt, with a minimum monthly
cumulative prompt score of. % independence for
3 of 4 consecutive months by Jan 2011." No
criteria level was identified.

When asked, the QMRP stated during an
interview on 10/21/10 from 8:30 a.m, - 12:10
p.m., he was not sure why the criteria level was
hot in the IPP.

2. Individual #4's IPP, dated 8/24/10, documented
a 51 year old male diaghosed severe mental
retardation. His IPP included a list of formal
objectives that did not include criteria levels.
Examples included, but were not limited to, the
following:

a. "Given training and at least 8 trials per month,

FORM CMS-2567(02-99) Previous Versicns QObsolete Event 1D: Y54M11 Faciiity [D: 13G020 If continuation sheet Page 2 of 21
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[Individual #4] will get a toothbrush, apply
toothpaste & put toothbrush into mouth, with a
month [sic] cumulative score of: % for 3 of 4
consecutive months by Aug 2011." No criteria
level was identified.

b. "Given training and at least 8 trials per month,
[Individual #4] will give receipt to Staff [sic] when
they get home, with a month [sic] cumulative
score of: [sic] for 3 of 4 cansecutive months by
B/2011." No criteria level was identified.

¢. "Given Training [sic] and at least 8 trials per
month, [Individual #4] will select a health [sic]
food choice when given two choices with a
minimum monthly cumulative score of. % for 3 of
4 consecutive months by 8/2011." No criteria
level was identified.

When asked, the QMRP stated during an
interview on 10/21/10 from 8:30 a.m. - 12:10
p.m., the objectives were not measurable.

2. Refer to W210 as it related to the facility's
failure to ensure the QMRP ensured vocational
assessments were completed within 30 days of
admission.

3. Refer to W214 as it relates to the facility's
failure to ensure the QMRP ensured behavioral
assessments were comprehensive,

i 4. Refer to W227 as it relates to the facility's
failure to ensure the QMRP ensured objectives
were developed to address individuals' needs.

5. Refer to W231 as it relates to the facility's
failure to ensure the QMRP ensured objectives
were expressed in measurable terms.

FORM CMS-2567(02-99) Pravious Versions Obsolete Event [D:Y54M11 Facility ID; 133020 If continuation sheet Page 3 of 21
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8. Refer to W232 as it relates to the facility's
failure to ensure the QMRP ensured objectives
were developed based on individuals' functional
abilities.

7. Refer to W239 as it relates to the facility's
failure to ensure the QMRP ensured the
replacement plans for individuals’ maladaptive
behavicr were developed to meet their behavioral
needs,

7. Refer to W259 as it relates to the facility's
failure to ensure the QMRP ensured
comprehensive functional assessments were
reviewed for relevancy and were accurate.

8. Refer to W289 as it relates to the facility's
failure to ensure the QMRP ensured that
technigues used to manage inappropriate
behavior were incorporated into the program
plans.

W 210 | 483.440(c)(3) INDIVIDUAL PROGRAM PLAN W 210 W210 483.440(c)(3)
Within 30 days afier admission, the
interdisciplinary team must perform accurate
assessments or reassessments as needed to
supplement the preliminary evaluation conducied
prior to admission.

The Vocational Assessment will be added
to the admission assessments packet for
completion within the first thirty days.

Corrective Action Completion Date:
December 21, 2010

This STANDARD is not met as evidenced by: l;erggn ?e[sgonsmle.D_Jamle L. Anthony,
Based on record review and staff interview, it was esidential Program Lirector

determined the facility failed to ensure
assessments were conducted within 30 days of
admission for 1 of 1 individual (Individual #1)
admitted to the facility within the last year. This
resulted in a lack of information being available

FORM CMS-2567(02-88) Previous Versions Qbsolete Evenl ID; Y54M11 Facility ID: 13G020 If continuation sheet Page 4 of 21
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on which to base vocational program decisions.
The findings include:
1. Individual #3's IPP, dated 12/15/09,
documented a 28 year old male diagnosed with
severe mental retardation. He was admitted to
the facility on 11/18/08.
His record included a Vocational Assessment
which was dated 3/16/10, His vocational
assessment was not completed within 30 days of
admission.
When asked about the delay, the QMRP stated
during an interview on 10/21/10 from 8:30 a.m. -
12:10 p.m., he did not know why the assessment
was not completed within 30 days of admission.
The facility failed to ensure Individual #3's
Vocational Assessment was completed within 30
days of admission.
W 214 | 483.440(c)(3){iily INDIVIDUAL PROGRAM PLAN W 214 214 483.440{c){3)(ii)
The comprehensive functional assessment must For Individual #1 and 4. the Functional
identify the client's specific developmental and Analysis of Behavior will be re-done
behavioral management needs. addressing the concerns written in the
citation documentation. The facility will
. . , use the new revised the forms for
This STANDARD is not met as evidenced by: Functional Analysis of Behavior in order
Based on record review and staff interview, it was to obtain more accurate information. The
determined the facility failed to ensure behavioral new forms will be used in the fut ure.when
assessments contained comprehensive an individual requires an assessment
information for 2 of 4 individuals (Individuals #1 opdats.  In ad diﬁgn o resised ABG for
and #4) whose behavior assessments were paate. A ; m
g ) ; . . will be used in assessing new or
reviewed. This resulted in a lack of information modifying behaviors that will elicit mor
on which to base program intervention decisions. informati?)n from direct care staff €
| The findings include: € :
1. Individual #1's IPP, dated 12/15/09,

FORM CMS-2567(02-98) Previous Versions Dbsolete
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refusing to take partin a task.

documented a 18 year old male diagnosed with
moderate mental retardation and autism.

Individual #1's BMP, dated 6/19/10, stated he
engaged in non-compliance which was defined as

However, his Functional Assessment of Behavior,
dated 8/9/10, did not identify or assess his
non-compliance behavior.

When asked, the QMRP stated during an
interview on 10/21/10 from 8:30 a.m. - 12:10
p.m., the behavior assessment needed to be
revised,

2. Individual #4's IPP, dated 8/24/10, documented
a 51 year old male diagnosed severe mental
retardation.

Individual #4's BMP, dated 1/20/10, stated he
engaged in self injurious behavior {defined as
using cbjects to harm self), DOP {slamming
doors, banging on walls and windows, and
throwing objects), assault (defined as hitting,
kicking and biting others), stealing (taking others'
persanal belongings), pica {ingesting non-food
items}, and elopement (defined as leaving the
facility without staff).

However, his Functional Assessment of Behavior,
dated 10/08, did not identify or assess his DOP
and stealing behavior,

When asked, the QMRP stated during an
interview on 10/21/10 from 8:30 a.m. - 12:10
p.m., the behavior assessment needed to be
revised.

Corrective  Action
Dacember 21, 2010

Person Responsible:

and Jamie L.
Program Director

Anthony,

Completion

Ryan Shelion,
Qualified Mental Retardation Professional
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Date:

Residential
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The facility failed to ensure Individual #1 and
Individual #4's behavioral assessments were
sufficiently developed.

W 232 | 483.440(c)(4)(iv) INDIVIDUAL PROGRAM PLAN W 2321 w232 483.440(c)(4)(iv)

The objectives of the individual program plan The objectives will be revised to
must be organized to reflect a developmental accurately reflect current functional
progression appropriate to the individual. abilities. Future objectives will be written

to display goal numbers slightly above the
current abilities. Modifications will be

This STANDARD is not met as evidenced by: made as improvements or declines are
Based on record review and staff interview, it was observed. The Residential Program
determined the facility failed to ensure objectives Director will review objectives for

were established based on individuals' functional
abilities and were designed to allow individuals to
experience success in achieving those objectives
for 3 of 4 individuals (Individuals #1, #2, and #4) Corrective Action Completion Date:
whose IPPs and program summaries were December 21. 2010 '
reviewed. This resulted in individuals receiving ’
training on objectives for extended periods of time
without their rate of learning, strengths, and
abilities being taken into consideration. The
findings include:

appropriateness and accuracy on a
guarterly basis.

Person Responsible: Ryan Shelton,
Qualified Mental Retardation Professional
and Jamie L. Anthony, Residential
Program Director

1. Individual #1's IPP, dated 12/15/08,
documented a 18 year old male diagnosed with
moderate mental retardation and autism.

His QMRP summaries, dated 1/10 - 8/10, showed
objective criteria was set below his current level
of functioning. Examples included, but were not
limited to, the following:

a. His objective for responding to "yes" questions
was set at a monthly cumulative score of 65% for
5 of 6 consecutive menths, His QMRP
summaries showed the following status of the
objective:

- 1/10: 80%

|
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-2/10: 100%

- 310 91%

- 4/10: 93%
- 510: 100%
-6/M10:87%

-710: 79%

- 8/10: 85%

Individual #1's objective was not established
based on his functional abilities.

b. His objective for responding to "no" questions

was set at a monthly cumulative score of 70% for

5 of 6 consecutive months. His QMRP

summaries showed the following status of the
objective:

- 1/10: 93%
- 2/10: 80%
-3/10: 91%
- 4/10: 100%
- 5/10: 100%

-6/10: 84%

- 7TM0: 74%

- 8/10: 83%

Individual #1's objective was not established
based on his functional abilities.

¢. His objective for eating was set at a monthly
cumulative score of 45% for 5 of 8 consecutive

months. His QGMRP summaries showed the

following status of the objective:

- 1/10: 100%

-2110: 100%
- 3/10: 89%
- 4/10: 83%

- 5M0: 100%

-6/10: 91%
-710: 84%

- 8/10: 91%
Individual #1's objective was not established
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based on his functional abilities.

When asked, the QMRP stated during an
interview on 10/21/10 from 8:30 a.m. - 12:10
p.m., he did not look at the numbers and the
objectives needed to be revised.

2. Individual #2's IPP, dated 3/3/10, documented
a 25 year old female diagnosed with profound
mental retardation.

Her QMRP summaries, dated 1/10 - 8/10,
showed objective criteria was set below her
current level of functioning. Examples included,
but were not limited to, the following:

a. Her objective for allowing staff to re-brush her
teeth was set at a cumulative monthiy prompt
score of 35% for 3 of 4 consecutive months. Her
QMRP summaries showed the following status of
the objective;

-1/10: 31%

-2/10: 64%

-3M0: 74%

-4/10: 37%

- 5/10; 91%"MEt [sic] goal will move to next level."
- 6/10; 568%

- 710, 62%

- 8/10: 70%

The 5/10 revision consisted to increasing the
criteria to 45%. However, Individual #2 had
already met and exceeded the 45% criteria.
Individual #2's objective was not established
based on her functional abilities.

b. Her objective for sitting in a chair was setat a
cumulative monthly prompt score of 16% for 3 of
4 consecutive months. Her QMRP summaries
showed the following status of the objective:
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-1/10: 48%
- 2/10: 81%
-3M0: 70%
- 4/10: 91%
- 5/10; 90%; criteria was increased to 20%
- 8/10; 86%
-7M0: 71%
- 8M10: 53%
The 5/10 revision consisted to increasing the
criteria to 20%. However, Individual #2 had
already met and exceeded the 20% criteria.
Individual #2's objective was not establishad
based on her functional abilities.
¢. Her objective for touching her pants when wet
was set at a cumulative monthly prompt score of
15% for 3 of 4 consecutive months. Her QMRP
summaries showed the following status of the
objective:
- 1/10: 30%
-2/10: 25%
- 3M0:. 29%
-4/10: 22%
- 510: 34%
-6M0; 37%
-7M10: 22%
-8/M0; 19%
Individual #2's objective was not established
based on her functional abilities.
When asked, the QMRP stated during an
interview on 10/21/10 from &30 a.m, - 12:10
p.m., he did not look at the numbers and the
objectives needed to be revised.
3. Individual #4's IPP, dated 8/24/10, documented
a 51 year old male diagnosed with severe mental
retardation.
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His QMRP summaries, dated 1/10 - 9/10, showed
objective criteria was set below his current level
of functioning. Examples included, but were not
limited to, the following:
a. His objective for Meal Preparation was set at a
monthly cumulative score of 42% for 3 of 4
consecutive months. His QMRP summaries
showed the following status of the objective:
-1/10: 98%
-2/10. 93%
- 3/M10: 95%
- 4/10: 80%
- 5/10: 82%
-6/10: 54%
-7/10: 83%
Individual #4's objective was not established
hased on his functional ahilities,
b. His objective for Social Meal Preparation was
set at a monthly cumulative score of 35% for 3 of
4 consecutive months. His QMRP summaries
showed the following status of the objective:
-1/10: 64%
-2M10; 87%
-3M10: 93%
- 4/10: 89%
-510:77%
-6/10; 86%
-7 7T1%
- 8/10: 95%
Individual #4's objective was not established
based on his functicnal ahilities.
¢. His objective for Three Step Task was setat a
monthly cumulative score of 42% accuracy for 3
of 4 consecutive months. His QMRP summaries
showed the following status of the objective;
-110: 82%
L
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-2M10. 77%

-3/10; 54%

-4/110: 87%

- 5M10: 66%

-6/10: 78%

-7/10: 90%

- 8/10: 94%

Individual #4's objective was not established
based on his functional abilities,

When asked, the QMRP stated during an
interview on 10/21/10 from 8;30 a.m. - 12:10
p.m., he did not ook at the numbers and the
objectives needed to be revised.

The facility failed to ensure objectives were
established based on individuals' functional
abilities.

483.440(f)(1)(i) PROGRAM MONITORING &
CHANGE

The individual program plan must be reviewed at
least by the qualified mental retardation
professional and revised as necessary, including,
but not limited to situations in which the client has
successfully completed an objective or objectives
identified in the individual program plan.

This STANDARD is not met as evidenced by:
Based on record review and staff interview, it was
determined the facility failed to ensure IPPs were
revised as appropriate for 3 of 4 individuals
(Individuals #1, #2, and #4) whose IPPs and
program summaries were reviewed. This
resulted in individuals continuing to receive formal
training on objectives they had successfully
completed. The findings include:

W 232

W 255 | w255 483.440(F(1)(i)

The objectives will be revised to
accurately reflect current functional
abilities. Future objectives will be written
to display goal numbers slightly above the
current abilities. Modifications will be
made as improvements or declines are
observed. The Residential Program
Director will review objectives for
appropriateness and accuracy on a
quarterly basis.
Corrective  Action Date:
December 21, 2010

Complation

Person Responsible: Ryan Shelton,
Qualified Mental Retardation Professional
and Jamie L. Anthony, Residential
Program Director
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1. Individual #1's |IPP, dated 12/15/09,
documented a 18 year old male diagnosed with
moderate mental retardation and autism.

His QMRP summaries, dated 1/10 - 9/10, showed
objective criteria was set below his current level
of functioning. Examples included, but were not
limited to, the following:

a. His objective for responding to "yes" guestions
was set at a monthly cumulative score of 65% for
5 of 6 consecutive months. His QMRP
summaries showed the following status of the
objective:

- 1/10: 80%

-2/10; 100%

-3/10: 91%

- 4/10: 93%

- 5/10: 100% |
-6/10: 87%

- 7110: 79%

- 8/10: 85%

Individual #1's objective was not revised based
his progress.

b. His objective for responding to "no" questions
was set at a monthly cumulative score of 70% for
5 of 6 consecutive months. His QMRP
summaries showed the following status of the
objective:

-1/10: 83%

-2/10: 80%

- 310 91%

- 4/10: 100%

- 5/10: 100%

- 6/10; 84%

-7M0: 74%

- 8/10: 83%

Individual #1's objective was not revised based
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his progress.

c. His objective for eating was set at a monthly
cumulative score of 45% for 5 of 6 consecutive
months. His QMRP summaries showed the
following status of the cbjective:

- 1/10: 100%

- 2/10; 100%

- 3/10; 99%

-4/10: 83%

-5/10: 100%

-6/10: 91%

-7/10; 84%

- 810 91%

Individual #1's objective was not revised based
his progress.

When asked, the QMRP stated during an
interview on 10/21/10 from 8;30 am. - 12:10
p.m., he did not look at the numbers and the
objectives needed to be revised.

2. Individual #2's IPP, dated 3/3/10, documented
a 25 year old female diagnosed with profound
mental retardation.

Her QMRP summaries, dated 1/10 - 8/10,
showed objective criteria was set below her
current level of functioning. Examples included,
but were not limited te, the following:

a. Her objective for allowing staff to re-brush her
teeth was set at a cumulative monthly prompt
score of 35% for 3 of 4 consecutive months. Her
QMRP summaries showed the following status of
the objective:

-1/10: 31%

- 2/10: 64%

- 3M10: 74%
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-4/10. 37%

- 5/10: 91%"MEt [sic] goal will move to next [evel."
- 6/10: 56%

-7/10: 62%

- 8/10: 70%

The 5/10 revision consisted to increasing the
criteria to 45%. However, Individual #2 had
already met and exceeded the 45% criteria,
Individual #2's objective was not revised based
her progress.

b. Her objective for sitting in a chair was set at a
cumulative monthly prompt score of 16% for 3 of
4 consecutive months, Her QMRP summaries
showed the following status of the objective:
-1/10: 48%

-2/10; 81%

-3/10: 70%

- 4/10: 91%

- 5/10: 20%; criteria was increased to 20%
-6/10; 86%

-7M10:71%

- 8/10: 83%

The 5/10 revision consisted to increasing the
criteria to 20%. However, Individual #2 had
already met and exceeded the 20% criteria.
Individual #2's objective was not revised based
her progress.

c. Her chjective for touching her pants when wet
was set at a cumulative monthly prompt score of
15% for 3 of 4 consecutive months. Her QMRP
summaries showed the following status of the
objective:

-1/10: 30%

- 2110: 25%

- 310 29%

-4/10: 22%

- 5/10: 34%
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-6/10: 37%

-710: 22%

- 8/10: 19%

Individual #2's objective was not revised based
her progress.

When asked, the QMRP stated during an
interview on 10/21/10 from 8:30 a.m. - 12:10
p.m., he did not look at the numbers and the
objectives needed to be revised.

3. Individual #4's IPP, dated 8/24/10, documented
a 51 year old male diagnosed with severe mental
retardation.

His QMRP summaries, dated 1/10 - 9/10, showed
objective criteria was set below his current level
of functioning. Examples included, but were not
limited to, the following:

a. His objective for Meal Preparation was set at a
monthly cumulative score of 42% for 3 of 4
consecutive months. His QMRP summaries
showed the following status of the objective:
-1/10: 98%

-2/10: 93%

- 3/10: 95%

- 4/10: 80%

-5/10; 82%

-6/10: 54%

-7/10: 63%

Individual #4's objective was not revised based
his progress.

b. His objective for Social Meal Preparation was
set at a monthiy cumulative score of 35% for 3 of
4 consecutive months, His QMRP summaries
showed the following status of the objective:

- 1/10: 64%
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-2M10: 87%
- 3/M0: 93%
- 4/10: 89%
-5M10: 77%
- 6/10: 86%
-7M0: 71%
- 8/10: 95%
Individual #4's objective was not revised based
his progress. ‘
c. His objective for Three Step Task was setata
monthly cumulative score of 42% accuracy for 3
i of 4 consecutive months. His QMRP summaries
showed the following status of the objective:
- 1/10: 82%
-2110: 77%
- 3/10: 54%
-4/10: 67%
- 5/10: 66%
-6/10: 78%
- 7/10: 90%
- 8/10: 94%
Individual #4's objective was not revised based
his progress.
When asked, the QMRP stated during an
interview on 10/21/10 from 8:30 a.m. - 12:10
p.m., he did not look at the numbers and the
objectives needed to be revised.
The facility failed to ensure objectives were
revised based on individuals' progress.
W 259 | 483.440(f){2) PROGRAM MONITORING & W 259
CHANGE W259 483.440(M(2)
At least annually, the comprehensive functional ;he C:)mpfﬁ:he;sive ) dFUPCﬁO'LaI
assessment of each client must be reviewed by gzgt‘_ssm:an Wi P ? rt;evase I o fa d
the interdisciplinary team for relevancy and ;‘ : lorg 9"!:_3? orMu ta?r an’g ySIS irom
updated as needed. e ualifie en etardation
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This STANDARD is not met as evidenced by:
Based on record review and staff interview, it was
determined the facility failed to ensure the
comprehensive functional assessment was
reviewed by the interdisciplinary team for
relevancy and updated as necessary for 2 of 4
individuals (Individuals #1 and #4) whose
comprehensive functional assessments were
reviewed. This resulted in individuals receiving
training on skills assessed as being independent.
The findings include:

1. Individual #1's IPP, dated 12/15/09,
documented a 18 year old male diagnosed with
moderate mental retardation and autism.

His IPP included objectives related to eating,
grooming, brushing teeth, handwashing, and
bathing.

However, Individual #1's Comprehensive
Functional Assessment, dated 12/10/09,
documented he was independent in the above
mentioned skills.

When asked, the QMRP stated during an
interview on 13/21/10 from 8:30 a.m. - 12:10
p.m., the comprehensive functional assessment
was not reviewed for relevancy and it was not
accurate.

2. Individual #4's IPP, dated 8/24/10, documented
a 51 year old male diagnosed severe mental
retardation.

His IPP included objectives related to oral care,
persconal hygiene, grooming and community
safety,
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Professional and direct care staff. The
formal programs will be written based off
of the infarmation on the CFA. The
Residential Program Director will review
the programs and CFA along with final
PP report each year.

Corrective  Action
December 21, 20110

Completion Date:

Person Responsible: Ryan Shelton,
Qualified Mental Retardation Professional
and Jamie L. Anthony, Residential
Program Director
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However, Individual #4's Comprehensive
Functional Assessment, dated 8/10/10,
documented he was independent in the above
mentioned skills.

When asked, the QMRP stated during an
interview on 10/21/10 from 8:30 a.m. - 12:10
p.m., the comprehensive functional assessment
was not reviewed for relevancy and it was not
accurate.

The facility failed to ensure Individual #1 and
Individual #4's comprehensive functional
assessments were reviewed for relevancy and
were accurate.
W 289 | 483.450(b){(4) MGMT OF INAPPROPRIATE W 289

CLIENT BEHAVIOR W28B9 483.450(b)(4)

Individual #1's Behavior management
pregram will be revised to incorporate
more appropriate inferventions for when
he is out in the community. For Individual
#2, the behavior management program
will be revised fo incorporate interventions
for her agitation behavior. For the other
individuals in the facility, the Qualified
Menta! Retardation Professional and
Residential Program Director will review
the other charts for appropriate behavioral
interventions and make revisions as
necessary.

The use of systematic interventions to manage
inappropriate client behavior must be
incorporated into the client's individual program
plan, in accordance with §483.440(c)(4) and (5) of
this subpart.

This STANDARD is not met as evidenced by:
Based on observation, record review, and staff
interviews it was determined the facility failed to
ensure techniques used to manage inappropriate
behavior were sufficiently defined and
incorporated into the program plans for 2 of 4
individuals (Individuals #1 and #2) whose
behavior management programs were reviewed.
This resulted in a lack of appropriate interventions
being in place to ensure individuals' behavioral
needs were met. The findings include:

Corrective Action Completion Date:
December 21, 2010

Person Responsibie: Ryan Shelton,
Qualified Mental Retardation Professional

FORM CMS-2567(02-599) Previous Versions Obsolete Event ID: Y54M11 Facility ID: 13G020 If continuation sheet Page 19 of 21



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/01/2010
FORM APPROVED
OMB NO, 0838-0391

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

13G020

(X2) MULTIPLE GONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

16/21/2010

NAME OF PROVIDER OR SUPPLIER

RULON HOUSE

STREET ADDRESS, CITY, STATE, ZIP CODE
2369 RULON

POCATELLO, ID 83201

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY)

W 289

Continued From page 19

1. Individual #1's |PP, dated 12/15/09,
documented a 18 year old male diagnosed with
moderate mental retardation and autism.

During an observation on 10/19/10 from 6:55 -
8:35 a.m., Individual #1 was noted to leave the
facility with a staff person, in the facility's van.
When asked, the ATS, who was present, stated
Individual #1 and a staff were going to pick up an
individual {from another facility owned by the
same company) and take her to school. The staff
person working with Individual #1 was interviewed
on 10/20/10 from 1:25 - 1:40 p.m. The staff
person reported he and Individual #1 were alone
in the van on multiple occasions,

Individual #1's BMP, dated 6/19/10, documented
he was staffed with one to one supervision. One
to ane supervision was defined as "staff should
be within eye contact at all times unless alone in
his room or bathroom."

However, his BMP did not include instructions to
staff on the appropriate protocol to follow when
going in to the community in order to ensure
Individual #1 received the necessary supervision.

2. Individual #2's IPP, dated 3/3/10, documented
a 25 year old female diagnosed with profound
mental retardation.

Her IPP included an objective related to agitation
which was defined as crying, screaming,
squeaking, or pulling away.

However, her BMP, dated 8/31/10, did not
included directions to staff on what to do if she
engaged in agitation.

W 289
Program Director

and Jamie L. Anthony, Residential
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W 289 | Continued From page 20 W 289
When asked, the QMRP stated during an
interview on 10/21/10 from 8:30 a.m. - 12:10
p.m., Individua! #2's BMP needed to be revised.
The facility failed to ensure Individual #1 and #2's
BMPs were adequately developed.
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MM197| 16.03.11.075.1 0(d) Written Plans MM197 nas197 16-03«11-075.10((’)
Is described in written plans that are kept on file Refer to W289

in the facility; and

This Rule is not met as evidenced by:
Refer to W289.

MM380| 16.03.11.120.03(a) Building and Equipment MM380 MRI380 16.03.11.120.03(a)

The building and all equipment must be in good
repair. The walls and floors must be of such
character as to permit frequent cleaning. Walls
and ceilings in kitchens, bathrooms, and utility
rooms must have smooth enameled or equally
washable surfaces. The buiiding must be kept e
clean and sanitary, and every reasonable ] E’; ("* *{}Z’l‘ ] \j’ }j D
precaution must be taken to prevent the entrance F0 e N e

of insects and rodents.
This Rule is not met as evidenced by: WOy & il
Based on observation, it was determined the ’ i
facility failed to ensure the facility was kept clean,
sanitary, and in good repair for 8 of 8 individuals e Y STANDARDS
(Individuals #1 - #8) residing in the facility. This FACILITY STANDAF
resulted in the environment being kept in
ill-repair. The findings include:

1. An environmental review was conducted on
10/20/10 from 10:00 - 10:55 a.m. During that
time, the following was noted:

- Six cloth chairs in the dining room contained The cloth chairs will be cleaned.

food debris.
- The kick plate was missing from the refrigerator The kick plate on the refrigerator will be
in the kitchen. replaced.
- Individual #1's dresser had 3 broken drawers, 1 Individual #1's dresser will be replaced.
broken cabinet face, and the top was loose.

el —-\ .
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MM380 | Continued From page 1 MM380 The walls in Individual # 1s will be painted
- The walls in Individual #1's bedroom contained to cover the patches recently repaired.
large areas of missing paint,

The handle on Individual #4's night stand
- The handle on Individual #4's nightstand was witl be replaced.
broken.
The wall vent in Individual #4 and #7's
- The wall vent in Individual #4 and #7's bedroom bedroom will be cleaned.
contained a build up of lint
The upstairs hall bathroom will be cleaned
- The wall vent in Individual #5's bedroom and baseboards repaired.
contained a build up of lint,
The restroom in Individual #4 and #7's
- There was urine around the base of the toilet in room will be cleaned.
the upstairs hall bathroom. The baseboard
behind the toilet was pulling away from the wall, Corrective  Action Completion Date:
The baseboard between the door and the vanity December 21, 2010
was missing. There was a 1 inch by 3 inch
section of paint peeling from the wall above the Person Responsible; Sam Guyetts,
shower head. The bottom 2 rows of drawers of Facilities Manager and Jamie L. Anthony,
the vanity contained brown matter. Residential Program Director
| - There was urine around the base of the toilet
and the fioor behind the toilet contained a build
up of brown matter in the bathroom used by
Individual #4 and #7.
- The handrail on the downstairs bathtub
contained rust.
MM724 16.03.11.270.01(a) Assesments MM724 | MIM724 16.03.11.270.01{a)
As a basis for individual program planning and Refer to W259
program implementation, assessments must be
provided at entry and at least annually thereafter
by an interdisciplinary team composed of
members drawn from or representing such
professions, disciplines or services areas as are
relevant to each particular case.
This Rule is not met as evidenced by:
Refer to W259.
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MM724

MM725

MM730

MMB53

Continued From page 2

16.03.11.270.01(b) QMRP

The QMRP is responsible for supervising the
implementation of each resident’s individual plan
of care, integrating the various aspects of the
program, recarding each resident's progress and
initiating periodic review of each individual plan
for necessary modifications or adjustments. This
function may be provided by a QMRP outside the
facility, by agreement.

This Rule is not met as evidenced by:

Refer to W158 and W232,

16.03.11.270.01(d)(i) Diagnostic and Pragnostic
Data

Based an complete and relevant diagnastic and
prognostic data; and

This Rule is not met as evidenced by:

Refer to W214.

16.03.11.270.08(b)(i) Diagnostic and Prognostic
Data

Based upon complete and relevant diagnostic
and prognostic data;

This Rule is not met as evidenced by:

Refer to W210.

MM724

MM725

MM730

MMB53

MA725 16.03.11.270.01(b)

Refer to W159 and w232

MM730 16.03.11.270.04(d){i)

Refer to W214

MR853 16.03.11.270.08(b)1)

Refer to W210
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